its result was to be only temporary. Did a fistula remain in the saccule, or was it merely opened and allowed to close up? Also, was drainage subsequently carried out?
Mr. A. R. TWEEDIE said that when he first heard Professor Portmann's demonstration last October, he then expressed the opinion that it would provide a true explanation of the cases, to which Barany drew attention, of suspected cerebellar lesions, in which, however, when the posterior cranial fossa was opened nothing abnormal was found, whilst the patients subsequently recovered.
Barany did not agree with this view, but he (Mr. Tweedie) maintained that this operation did re-establish the secretory connexion between the saccus endolymphaticus and the dural spaces, which he (the speaker) submitted was the essential objective of the operation.
He was pleased to hear stress laid upon the need for a careful selection of cases for the operation in question. It was, of course, important to try other methods first, reserving operation as a last resort. A possible indication, he thought, for this operation, might be a hyposensitive response to the galvanic and caloric tests, which might be regarded as the result, possibly of hypertension in the labyrinth.
He was very glad that Dr. Jobson Horne had brought his specimen forward, as one of his (the speaker's) earliest otological recollections was of a demonstration at St. Bartholomew's Hospital, by Sir Frederick Andrewes, who drew attention to the saccus lymphaticus, and the part it might play in the production of meningitis.
Professor PORTMANN (in reply) said he was interested in hearing that the term "glaucoma " had already been used in this connexion; it was often the case in medicine and surgery to find that one's supposed originality had been anticipated. Barany had said it was not necessary to open the saccus endolymphaticus, and that he had had good results from exposure of the dura. But, even so, Barany performed the same operation as himself (Professor Portmann), because he detached the dura from the petrous bone and thus ruptured the ductus endolymphaticus when this organ penetrated into the aqueductus vestibuli. He agreed as to the importance of what had been said relating to the posterior semicircular canals, but with care in the operation they could be avoided. He much preferred the route of entry which he had described.
When a new surgical procedure was initiated it could not be expected to be perfect at once. It was temporary, but it might be the means of making a way for a new communication. If closure occurred and a year or two afterwards there was a return of the symptoms, the operation could be repeated. It was not yet possible to know whether troubles were set up by pressure irregularities, but when a case appeared to resist all medical treatment, this operation might well be tried.
Dr. JOBSON HORNE (in reply) emphasized the importance of bearing in mind that the saccus endolymphaticus in the human subject very seldom persisted into adult life, and therefore the results of an operation in search of the saccus endolymphaticus for the relief of vertigo must be highly speculative.
(1) Deafness due to Occlusion of the External Auditory Meatuses Caused by External Otitis. Operation to Restore Patency of Left Meatus Resulting in Greatly Improved Hearing. (It is important to keep the rubber tube in for about ten to fourteen days, as there is a great tendency for the meatus to contract as it heals.)
Hearing for watch, which before operation was only "contact" right and left, is now 6 in. on left. His hearing for conversation is now good. Before operation it was only 2 ft.
Sir JAMES DUNDAS-GRANT said such cases of occlusion could sometimes be successfully treated by means of the laminaria tangle tent. In one case in which the removal of hyperostosis of the meatus by another surgeon was followed by complete occlusion he (Sir James) forced the point of a probe through the fibrous tissue and dilated the minute opening by means of a fine tangle tent whittled down to a point. He then introduced a minute rubber drainage tube. and eventually, after numerous dilatations and the introduction of rubber tubes of greater and greater size, the passage became so large that there was scarcely any narrowing. In contractions following the radical mastoid operation he had effected considerable widening in a similar way. In addition he had plugged the outer part of the cavity with cotton wool soaked in Burow's solution of acetate of lead and alumina acetate, and the result was excellent.
Mr. A. D. SHARP said he had obtained excellent results in such cases by a plug of 10 per cent. ichethyol in glycerine. Even the very narrow type responded excellently.
Aural Electrodes for Use in the Treatment of Chronic Otorrhoea by Zinc Ionization and Zinc Electrolysis. (1) An electrode for the treatment of sepsis in an accessible position.
(2) An electrode consisting of two zinc wires fastened to a light wooden handle, for the destruction of polypi or large granulations; and also for the treatment of an annular stricture of the meatus.
(3) A monopolar zinc electrode for the incus area; and a bipolar electrode for the same area. Both of these are used to destroy tissue in order to make an inaccessible area more accessible.
(4) A bipolar electrode for the destruction of part of the outer wall of the attic. Dr. NORRIE (of Calcutta), introduced by Dr. Friel, exhibited two portable rheostats and electrodes for the treatment of suppuration in the ethmoid cells: nine needles for the treatment of hypertrophy of the inferior turbinals: and the electrode which he uses in the treatment of chronic otorrhbea. He showed an ingenious arrangement for retaining an electrode in the position in which he had placed it. Examination.-Septic tonsils, deflection of septum, retracted tympanic membranes.
